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Enrollment Update as of 12/31/2010

STEMI

NSTEMI

Unstable Angina
Stable Angina

No Sxs, no angina

Sx unlikely to be ischemic

164 (34.10%)
135 (28.07%)
97 (20.07%)
61 (12.86%)
23 (4.78%)
1 (0.21%)

Total

481 patients
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| Enrollment Update as of 12/31/2010

Enrolled patients (8/1/2010 - 12/31/2010)

Pilot-Hospital 1 31 (20.26%)
Pilot-Hospital 2 30 (32.26%)
Pilot Hospital 3 30 (41.120%)

Pilot-Hospital 4 9 (26.47%)
Pilot Hospital 5 15 (27.27%)
Pilot-Hospital 6 49 (67.12%)
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Enrollment Update as of 12/31/2010

Hospital 1:
STEMI 31 (20.26%)
NSTEMI 50 (32.68%)
Unstable Angina 36 (23.53%)
Stable Angina 25 (16.34%)
No Sxs, No Angina 11 (7.29%)
Sxs unlikely to be ischemic o (0%)

Total 153 patients
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Enrollment Update as of 12/31/2010

Hospital 2:
STEMI 30 (32.26%)
NSTEMI 21 (22.58%)
Unstable Angina 21 (22.58%)
Stable Angina 13 (13.98%)
No Sxs, No Angina 8 (8.60%)
Sxs unlikely to be ischemic 0 (0%)

Total 93 patients
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Enrollment Update as of 12/31/2010

Hospital 3:
STEMI 30 (41.10%)
NSTEMI 15 (20.55%)
Unstable Angina 21 (28.77%)
Stable Angina 6 (8.22%)
No Sxs, No Angina 1 (2.37%)
Sxs unlikely to be ischemic 0 (0%)

Total 73 patients
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Enrollment Update as of 12/31/2010

Hospital 4:
STEMI 9 (26.47%)
NSTEMI 14 (41.18%)
Unstable Angina 4 (11.76%)
Stable Angina 5 (14.71%)
No Sxs, No Angina 1 (2.94%)
Sxs unlikely to be ischemic 1 (2.94%)

Total 34 patients
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Enrollment Update as of 12/31/2010

Hospital 5:
STEMI 15 (27.27%)
NSTEMI 21 (38.28%)
Unstable Angina 8 (14.55%)
Stable Angina 8 (14.55%)
No Sxs, No Angina 3 (5.45%)
Sxs unlikely to be ischemic 0 (0%)

Total 55 patients
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Enrollment Update as of 12/31/2010

Hospital 6:
STEMI 49 (67.122%)
NSTEMI 13 (17.81%)
Unstable Angina 7 (9.59%)
Stable Angina 4 (5.48%)
No 5xs, No Angina 0 (0%)
Sxs unlikely to be ischemic 0 (0%)

Total 73 patients
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Software Update

Procedure medications did not populate:
resolved in December 2010

Data lock-down feature: enabled December
2010

Intermittent log-on block: resolved with
additional load balance patch in January 2011

| esion counter vs. associated lesion: resolved in
January 2011

Definition pop-up: resolved in January 2011

Automatic log-out warning: available in
February 2011
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Initial Data Audit

= Completeness check

* |nternal consistency (arrival
date/procedure date, CHF, troponin/Ml,

PCl-status, CABG/graft, CTO/STEMI,
appropriate meds)

= NCDR definitions compliance
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Initial Data Audit: Example

= CAD presentation

CAD presentation has to be consistent with pre-procedure troponin
levels and has to be documented by a physician in the records
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Initial Data Audit: Example

= Cardiomyopathy or LV systolic dysfunction

Cardiomyopathy or LV systolic dysfunction has to be coded ‘yes’ if
the INDICATION for the cath was the assessment of
cardiomyopathy or LV systolic dysfunction.
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Initial Data Audit: Example

= Best Estimate of Coronary Anatomy

F. Best Estimate of Coronary Anatomy (C ete For Each Cath Lab Visit)
Dominance 8200 Right

The degree of stenosis of EACH coronary vessel has to be
dictated in the cath report. Coders cannot interpret terms such as
‘moderate stenosis’. 0% should only be entered if the vessel is free
of CAD and not if the percentage of stenosis is unavailable.
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Initial Data Audit: Example

= PCl-status: elective, urgent, emergent, or salvage
has to be conS|stent with CAD presentation

Selection Text
Elective

:.utusuquent h-:usp [
inpatients

Urgent

{ ] rhat the cardia theteriza Jn is rpquested wnuuj
warrant an adm on based on their clinical presentation.

Emergency The procedu ould be ;:-Hrfl arrn-:-d as 500N as possi
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Initial Data Audit: Queries

Work in progress

available
d (no intracoronary d s are listed)
e onh " if
fill out A
fill out 7110
ok

fill out

angina
able angina i e = ! k, Trop 0.05
STEMI
5 i in {un orme inine - p otherwise ok

fil out 4055

unstable angina

Number of query items or Missing Data Per Record after initial data audit
per hospital:

0.4 items per case file 0.9 items per case file

0.9 items per case file 1.1 items per case file

0.7 items per case file 1.1 items per case file
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In-Hospital Audits

66 audits at pilot-hospitals
ospital 1: 19 procedures audited
ospital 2: 15 procedures audited
ospital 3: g procedures auditec
ospital 4: 4 procedures auditec

ospital 5: 4 procedures auditec

ospital 6: 15 procedures audited
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In-Hospital Audits: Example

In-hospital audit report

4005: should be coded as “ves™; comrected now bv Coder

5000, 7035, 7040, 7050, 7055, 7063: should be coded as STEMI per info in chart:

now corrected by Coder.

5020: was coded as no pain but report shows 10/10 pain at rest: now corrected by

Coderto CCSIV

9500, 9510: chart lists Aspirin given but was not coded; now corrected bv Coder

7115, 7185, 7190, 7210: datanot found in chart; intervention

addendum provided with data—? Now corrected ; ]

7195: codes as “ves” but chart datareflects “no thrombus™; now corrected by

Coder

7250: coded as “ves” but data suggests “no”; now corrected by Coder

7300, 7345: coded values incorrect; corrected now by Coder

8005: cardiogenic shock at start of cath visit required placement of [ABP &

amioc -infusion immediately post diagnostic cath and prior to PCI:
pleted PCI
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Angiographic Audit: Diagnostic

IABP or other mechanical ventricular support
Diagnostic cath (and/or left heart cath) done
Diagnostic cath status (elective, urgent, emergent, salvage)
Coronary anatomy: % stenosis in 22mm vessels and grafts
LM
Prox. LAD
Mid/Distal LAD, diag. branches
CIRC, OMs, LPDA, LPL branches
RCA, RPDA, RPL, AM branches
Ramus
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Angiographic Audit:

Segment number of PCl coronary artery
Culprit Lesion,
Stenosis immediately prior to RX
If 200%: CTO
If 40-70%: IVUS
If 40-70%: FFR
If Yes: Ratio
Pre-procedure TIMI Flow
Prev. treated lesion
Lesion in graft
Lesion complexity
Lesion length

Thrombus present
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Angiographic Audit:

Bifurcation lesion

Guidewire across lesion

Stenosis post-procedure

Post-procedure TIMI flow

Device deployed

Intracoronary devices used

PCl complication: Significant dissection or perforation
LVEF (if documented)

PCI California Audit Montitored Pilot with Offsite Surgery 3/10/2011




Angiographic Audit: Example 1

Pre-PCI:
STEMI, pre-procedure stenosis of dist. RCA 99%
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Angiographic Audit: Example 1

Post-PCI:
POBA was performed, post-procedure stenosis
coded as 10%
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Angiographic Audit: Example 2

Pre-PCI:

e
W

e

it

*

?
&
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Angiographic Audit: Example 2

Post-Procedure:
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High Risk Patient I

(expected clinical risk in case of occlusion or
other serious complication caused by the PCI)

Includes but is not limited to:
* Decompensated CHF (Killip class 3)

without evidence for active ischemia
Recent cerebrovascular attack
Advanced malignancy

Known clotting disorders

LVEF<25%
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High Risk Patient II

(expected clinical risk in case of occlusion or
other serious complication caused by the PCI)

—

= |eft main stenosis = 50% or
_ Unprotected by

- . O
three-vessel disease (> 70% orior CABG

in all prox. vessels)

= Single target lesion that jeopardizes over 50% of
remaining viable myocardium

PCI California Audit Montitored Pilot with Offsite Surgery 3/10/2011




High Lesion Risk I
(probability that the procedure will cause acute
vessel occlusion or other serious complication)

"High lesion risk”™ may include, but is not limited
to lesions in open vessels with the following:

= Diffuse disease (> 2 cmin length) and
excessive tortuosity of prox. segments

= More than moderate calcification of a
stenosis or proximal segments

= Location in an extremely angulated
segment (>90°)
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High Lesion Risk II

(probability that the procedure will cause acute
vessel occlusion or other serious complication)

nability to protect major side branches

Degenerated older vein grafts with friable
esions

Substantial thrombus in the vessel or at the
lesion site

Other features that may, in the
interventionalist’s judgment, impede stent
deployment
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Eligible patients for elective PCI I

with should
NOT be included in the pilot program

with a
may be included in the pilot program upon
confirmation that a cardiac surgeon and an
operating room are immediately available if
necessary
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Eligible patients for elective PCI

with a
may be included in the pilot-
program

with a
may be included in the pilot
program
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PCI Success

Post procedure stenosis <20%:
Post-procedure TIMI 3 flow:

Field Name

Stenosis Post-Procedure

Guidewaire Across Lesion
Lesion Complexity
Pre-Procedure TIMI Flow

Stenosis Immediately Prior to
Rx

PCI Status
Post-Procedure TIMI Flow

Basic Stats
Mim0.0 Max:100.0 Median:0.0 Avg:2.81

N/A
WA
WA

Min:0.0 Max:100.0 Mediam:35.0 Avg:30.44

N/A

Count/Percentage

10: 15( 2.53%) 20: 13 2.2%) 30: 8 1.35%) 40: 1(0.07%) 95: 2 (0.34%) 50: 2 0.34%) 60:2( 0.34%) 9: 1
(0.07%) 70: 4 ( 0.58%) 8: L(0.47%) 5:3(051%) 15:1(0.07%) 3: 1(0.47%) 25:1(0.07%) 12: 1(0.17%)
100: 2 0.34%) 0: 533 ( 50.03%) 55: 1(0.17%)

Yes: 592 ( 99.66%) No: 2 { 0.34%)
High/C Lesion: 205 ( 34.8%) Non-High/Non-C Lesion: 386 ( 65.2%)
TIMI - 1: 43 8.29%) TIMI- 0: 140 ( 23.69%) TIMI-3:301(50.93%) TIMI- 2: 101(17.09%)

20:1( 0.A7%) 70: 45 ( 7.59%) 0:2(0.34%) B5: 19 ( 2.2%) 90: 112 18.89%) 60: 11 [ L.85%) 100: 140 [ 23.61%)
99: 96 ( 16.19%) 98: 9 (1.52%) 75: 12( 2.02%) B0: 61 ( 10.28%) 87: 1 0.7%) 50: 3( 0.51%) 95: 81 ( 13.66%)

Emergency: 164 { 36.61%) Elective: 140 31.25%) Salvage: 1 ( 0.22%) Urgent: 143 ( 31.92%)
TIMI - 0: 4 ( 0.68%) TIMI- 3: 572 ( 96.62%) TIMI- 2: 16 ( 2.7%)
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PClI CAMPOS: Initial Statistics

= Total submission: 481

= Complete Data Entry: N=463

= Work in Progress Data Entry: N=18
Complete Data Entry:

* In-hospital mortality: N=g, 1.94%

= Hospital observed mortality range:

0.0-8.70%




| PCI CAMPOS:

Distribution of tot_PCI

Summary Statistics
N 6
Mean 7T
Std Dev 41
Median 70
Minimum 33
Maximum 150
Skewness 1

90
Total PCls




PCI CAMPOS:

Distribution of tot_ MR

Summary Statistics
| 6
Mean .85
Std Dev .41
Median 54
Minimum .00
Maximum .70
Skewness .29

2.5 5.0
Total PCI Mortality




Patient Discharge Data (PDD Non-Pilot):

Distribution of tot_ FCI

Summary Statistics

M 1454
hlean 3249
Std Dew 209
fuledian 273
fhfnimum 1
faximum 1726
Skewneszs 2

Summary Statistics

M 154
hdzan 168
Std Dew 163
thzdian 134
fhfnimum i
faximum apg
Skewneszs 2

vear = 201 0-1=t B-honth

| I
300 200 1100

Total PCls




PDD Non-Pilot :

Distribution of tot. MR

Summary Statistics

M 154
hlan 2149
Std Dew .54
fledian 1.20
hinimum o.oo
hlazimum 260
Skewnezs 5,26

Summary Statistics

M 154
hlan 204
Std Dew 19
hzdian 1.87
fhfnimum 0.0o
hlzimum 1141
Shewness 1.60

vear = 2010-13t B-Month

| |
12 14

Total PCI Mortality




| PCI CAMPOS:

Complete Data Entry by Ml Type

I N o

STEMI

96.82%
123
96.85%
179

100%

454
98.06%

3.28%

4
3.15%

33.91%
127
27.43%
179
38.66%

463




| PDD Non-Pilot vs PCI CAMPOS :
Hospital Observed Mortality by MI Type

STEMI NSTEMI No Ml Total PCl
MR% (95%Cl) | MR% (95%Cl) | MR% (95%Cl) | MR% (95%Cl)
PDD Non-Pilot 4.30 1.90 0.90 2.04
(1/1-6/30/2010)  (3:595:01) | (1.45-2.35) | (0.55-1.24) | (1.74-2.35)
PCI-CAMPOS 1.99 4.16 0 1.85
(8/1—12/31/2010)  (0°5-64) (0-11.63) (0-5.43)
P-value 0.2115 0.4724 <0.0001 0.8970




Risk adjustment

= PCICAMPOS data as of 12/31/2010

= Risk factors:
Demographics
Prior PCl clinical conditions
Prior PCl lesion risk




Risk Factor Prevalence and Mortality |

<70
>70
Female
Male
No




Risk Factor Prevalence and Mortality |l

PCl status Elective/Urgent

Emergent/Salvage

STEMI
NSTEMI

Others

Glomerular
filtration rate Stage 1-2
(GFR)

Stage 3,4,5

Cardiogenic

shock No




Risk Factor Prevalence and Mortality Il

Heart failure

Diabetes

Prior PCI

Class |, II, 1l
Class IV

No

Yes

No diabetes

Noninsulin
diabetes

Insulin diabetes

No
Yes

1.56
14.29
1.44
6.67

—

0.32

6.25

3-51

——

2.37
0.79

0.0007

-

0.0157

p=

0.273




Risk Factor Prevalence and Mortality IV

Cerebrovascular
Disease

Peripherial Artery
Disease

Cronic Lung

) No
Disease

Yes

Intra-aortic balloon pq
pump
Yes




Risk Factor Prevalence and Mortality V

Left main stenosis =75%

>75%

Ejection Fraction  240%
<40%

Lesion complexity High/C Lesion
Non-High/Non-C
Lesion

Thrombosis No
Yes
Preproc TIMI Other
TIMI -0




[l PCI-CAMPOS : Multivariable Logistic
Regression Model for In-hospital Mortality |

21 risk factors

5 sig. predictors via stepwise
selection (0(<0.05)

= Adjusted OR >2.00:
Cardiogenic shock
Diabetes
Ejection Fraction<40%

Lesion complexity:
High/C




[l PCI-CAMPOS : Multivariable Logistic
Regression Model for In-hospital Mortality |l

= Parsimonious Model:
C-statistic:

Hosmer-Lemeshow
test:

= Full model:
C-statistic:
HL test:




I PCICAMPOS:

Initial risk-adjusted PCl in-hospital mortality

Hospital

PCI-CAMPOS

PCl Cases Death at

Discharge Mortality Rate Mortality Rate Mortality Rate

463

Observed

(%)

Expected

(%)

Risk-Adjusted 95%Cl for

(%, RAMR)

RAMR

Performance

Rating

Pilot-hospital #1

150

(0.27, 8.05)

Not
Different

Pilot-hospital #2

93

(0.04, 7.75)

Not
Different

Pilot-hospital #3

71

(0.00, 9.03)

Not
Different

Pilot-hospital #4

33

(0.00,19.82)

Not
Different

Pilot-hospital #5

(0.00, 14.85)

Not
Different

Pilot-hospital #6

(1.01, 5.99)

Not
Different




Statistical Analysis Summary

= PCI-CAMPOS vs PDD Non-Pilot observed hospital
mortality:

No significant difference

= PCI-CAMPOS risk-adjusted mortality:
No significant outlier hospitals




| Patients Transferred for Cardiac Surgery

emergent

elective

Deaths

Pilot-Hospital #1

Pilot-Hospital #2

Pilot-Hospital #3

Pilot-Hospital #4

Pilot-Hospital #5

Pilot-Hospital #6

Total




| Patients Transferred for Cardiac Surgery

NSTEMI; transfer for urgent but not emergent CABG; PCI failure
without clinical deterioration

STEMI; transfer for urgent aortic valve replacement; CABG was
elective; 2nd form was not filled out

STEMI; transfer due to PCl-dissection, patient was to be stabilized at
CABG facility before surgery, but died before surgery

STEMI; transfer for CABG due to failed PCI (RCA was still 70% after
PCI); but received another PCl at CABG facility and no CABG

STEMI, urgent transfer for CABG due to failed PCI, but surgeons
decided against CABG and treated patient medically, no CABG done

STEMI; patient was transferred for elective CABG, 2nd form was not
filled out

STEMI; RCA stented, planned CABG (high degree LM, LAD, CIRC
stenoses); surgeon saw patient on the day after the PCI and
recommended transfer for CABG; patient received CABG two days
later.

NSTEMI; transferred for emergent CABG

Date

transfer for transfer

12:39
(day after PCI)

11:55

Time of decision Time of arrival at

CABG facility Arrival at the OR

19:23 13:00 two days later

no CABG

13:03 (PCI, not
CABG)

no CABG

14:30

(day after PCI) 8:09 two days later

13:29 13:41




PCI-CAMPOS Summary |

Initial Enroliment: 481 patients/5 mos
164 STEMIs

Data Completion: 463 website entries

Audit queries: 0.4-1.1 Iitems/record

Audit Completions: 66 in-hospital audits
66 angio audits

Data Set Eligibility: 463 patients
Emergency Transfer Time: 2:31 hours
1:34 hours




PCI-CAMPOS Summary I

PCl success rate: 93.9% (<20% stenosis)

96.6% (TIMI 3)
Observed mortality: 1.94% (0 — 8.70%)
Transfers: Emergent 0.43%

Urgent 0.86%
Elective 0.43%

Risk factor modeling: PCl-status, GFR, cardiogenic
shock, NYHA, CHF, DM, IABP, EF, lesion complexity,
pre-procedure TIMI

Hospital risk-adjusted mortality: 0 — 2.76%




NCDR PCI on-site surgery data

Option 1: ACCF NCDR to create and transmit a de-identified dataset of
CA hospitals that does not require hospital consents, with select
elements suppressed, masked, or calculated, including 3 transmissions
of patient data from discharges between 7/1/09-6/30/11: $105,000

Option 2: ACCF NCDR to create and transmit a patient record dataset of
CA hospitals that does require hospital consents, including 3
transmissions of patient data from discharges between 7/1/09-6/30/11:
$26,000

Option 3: ACCF NCDR to release technical documents with updates to
unlock files data files (both XML and CSV formats) sent directly from CA
hospitals to UC Davis (or subcontractor), no technical or project
consultation time included but full access to www.NCDR.com: $1,000 per
year

PCI California Audit Montitored Pilot with Offsite Surgery 3/10/2011




Appropriateness Criteria for PCI

Table 1. Patients With Acute Coronary Syndromes

Appropriatenass
Indication Score {1-9)

1. - STEMI Aoy
= Less than or equal to 12 howrs from onset of symptoms
- Revascularization of the culprit artery

- STEMI Aoy
- Dnsat of symptoms within the prior 12 to 24 hours

- Sevare HF, persistent ischemic symptoms, or hemodynamic or electrical instabifity presant

- STEMI

= Greater than 12 houwrs from symptom onset

« Asymiptomatic; no hemodynamic instability and no electrical instability

« STEMI with presumed successful treatment with fibrinoclysis

- Evidence of HF, recurrent ischemia, or unstable venircular arrhythmias present

« Dne-wassael CAD, presumed to be the culprit artery

« STEMI| with presumed successiul treatment with fibrinclysis

- Asymptomatic; o HF or mo recurrent ischemic symptoms. or no unstable ventricular arrhythmias

« Mormal LVEF

=« Onaevassel CAD presumed to be the culprit artery

- STEMI with presumed successiul reatment with fibrinolysis

« Asymiptomatic; no HF, no recurrent ischemic symptoms, of no unstable ventricular arrhythmias at time of presentation
=« Depressad LVEF

= Threa-wvessal CAD

« Elective /semi-elective revascularization
« STEMI| with successful treatment of the culprit artery by primmary PCI or fibrinolysis

= Asymiptomatic; no HF, no evidence of recurrent or provokable ischemia or no unstable ventricular arrhythmias during
index hospitalization

- Mormal LVEF
« Revascularization of a non-infarct related artery during index hospitalization
= STEMI| or NSTEMI and successful PCI of culprit artery during index hospitalization

« Symptomis of recurrent myocardial ischemia and/or high-risk findings on moninvasive stress testing performed after
index hospitalization

« Revascularization of 1 or more additional coronary arteries

« UA/NSTEMI and high-risk features for short-term risk of death or monfatal Mi

= Revascularization of the presumed culprit artery

= UA/SNSTEMI and high-risk features for short-term risk of death or nonfatal Mi

« Revascularization of muktiple coronary arteries when the culprit artery cannot be clearly determined
- Patients with acute myccardial infarction (STEMI or NSTEMI)

« Evidence of cardiogenic shock

= Revascularization of 1 or more coronary arteries

= Sunscripted numisrs are 8 refleciion of the contimuum a5 per ihe spproorigtencss orifiena mathodology and should nofl. e intemreted as “degrees of ApOIoNSensess oF INapNopiaStensss, ™

Patel et al, Catheter Cardiovasc Interv. 2009 Feb 15;73(3):E1-24
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Appropriateness Criteria for PCI

Table 3. Patients With Prior Bypass Swurgery (Without Acute Coronary Syndromes)

Appropristensss Score (1-9)

CCE Angina Class

Asymptomatic 1or nn or v
- ONE OF MOre SIENGSES IN Saphenous veln grarts) Uy U o

= Low-risk findings on monlnvashee testing Including normal LY sysiodlc function
= Recelving no or mindmal antHschamic medical therapy

- ONE OF MOre SIENGSES IN Saphenous veln grarts) U my
= Low-risk findings on noninvashee testing Including normal LY systodic function
= Recelving a course of maximal antHschemic medical therapy

- One of More StENoses In saphencus veln grarks)

= Intermedisterisk nMINgs on noninvasive testing

= Recelving no or minimal sntHischamic medical therapy

= 0ne or more stenoses In saphenous veln grafts)

= Intermedizterisk findings on noninvasive testing

= Recelving a course of maximal antHschemic medical therapy

= 0ne or more stenoses In saphenous veln grafts)

= High-rsk findings on noninvasive testing

= Recelving no of mindmal antHischamic medical tharapy

- ONE OF MOre SIENGSES IN Saphenous veln grarts)

= HIgh-7isK indIngs on noninvashe tasting

= Recelving a course of maximal ant4dschemic medical therapy

= N2 of more lesions In native coronany arterles without Dypsss. grans
= Al bypass grafts patent and without significant disease

= Low-risH findings on noninvashe testing iInclisding normal L systodic fanction
= Receiving no or mindmal ant-ischemic medical tharapy

= 0N of more kesions In native coronary srterles without bypass. grafis
- &l bypass grafts patent and without significant @msease

= Low-risk ANdINES on noninvashie testing Including normal LW systodic function
= Receiving a course of maximal ant-Hschemic meadical therapy

- On2 of More lesions In native coronary arterles without Dypass grans
- &8 bypass grafts patent and without significant dlisease

- Imtermedsterisk indings on nondnvasive testing

= Receiving no or minimal antHischamic medical tharapy

- On2 of Mare leslons In natve coronary srieries without Dypass grafs
= &l bypass grafts patent and without significant @sease

- mtermedmsterisk NndEngs on nondnvasive testing

= Recelving a course of maximal antHschemic medical therapy

- One of more lesions In native coronasy arterles without Dypass grafs
= Al bypass grafts patent and without significant disease

= HIgh-risk findings on nonlnvasive testing

= Recelving no or mindmeal ani-ischemic medical therapy

= 02 or more leslons In native coronarny arterles without bypass grafis
= Al bypass grafts patent and without significant disease

= High-1isk finding ocn nonlnvasive testing

- Receiving a course of maximal antHschemic meadical therapy

tars mathodsiogy 2nd Shoosd Not 00 PTharprated 25 “dagnees Of SnpcmsarSos oF Nappopn olenass. ™ 1
rg. shoud ot b porformad
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